The burden of serious mental illness (SMI) is enormous to the individual and the family. In a given year, an estimated 13 million
American adults (approximately 1 in 17) have a seriously debilitating mental illness (Kessler, Chiu, Demler, Merikangas, & Walters, 2005) . Mental health disorders are the leading cause of disability in the United States, accounting for 25% of all years of life lost to disability and premature mortality (World Health Organization, 2004) .
Because relatively few persons with SMI marry and public mental health services are often fragmented and underfunded (Kessler, Walters, & Forthofer, 1998; Wolfe, Song, Mailick, & Greenberg, 2013) , parents often provide ongoing support until they no longer have the capacity to continue in this role. These parents face many challenges in coping with the longterm care of an adult child with SMI, which takes a progressive toll on their health and psychological well-being (Barker, Greenberg, Seltzer, & Almeida, 2012; Ghosh, Greenberg, & Seltzer, 2012; Murphy, Christian, Caplin, & Young, 2007) . One such challenge is balancing work responsibilities with those of helping to support their son or daughter with SMI (Brennan, Rosenzweig, Ogilvie, Wuest, & Shindo, 2007; Rosenzweig, Brennan, & Ogilvie, 2002) . Much of the research on families of persons with SMI has focused on how the burdens of caregiving affect the world of work (Brennan et al., 2007; Rosenzweig et al., 2002) . There is a growing literature finding that stress at work has a major impact on family life in the general population (Eby, Casper, Lockwood, Bodeaux, & Brinley, 2005; Ilies, Schwind, Wagner, & Johnson, 2007) and that work-family conflicts are a significant predictor of poor health and well-being (Allen, Herst, Bruck, & Sutton, 2000; Grzywacz & Bass, 2003; van Steenbergen & Ellemers, 2009) . Although the great majority of caregivers of persons with SMI work (Seltzer, Greenberg, Floyd, Petee, & Hong, 2001) , no study has yet examined how work-related stress that spillsover into family life affects the health and well-being of parents providing support to an adult child with SMI. In this study, we examined how stress related to the work-family interface affects the well-being of parents of adults with SMI as well as whether greater work schedule flexibility is a particularly important resource for these parents.
There is a growing body of research investigating the adverse effects of work and family conflicts on individual well-being. Specifically, work-family conflicts have been associated with poor physical health (Greenhaus, Allen, & Spector, 2006) , higher cholesterol levels, higher body mass index, lower physical stamina (van Steenbergen & Ellemers, 2009) , and increased alcohol consumption (Frone, Russell, & Cooper, 1997; Grzywacz & Bass, 2003) . Studies find that work-family conflicts are frequently experienced by families of persons with SMI. In a focus group interview of 41 employed parents whose children had mental health diagnoses, Rosenzweig et al. (2002) found that these parents experienced significant conflicts between work and family, including problems in work performance and interference of family demands during the workday.
Although there are various job characteristics that may help parents cope with their adult child's MI, we focused in the present analysis on flexibility in work schedule, which has been associated with better physical health (Butler, Grzywacz, Ettner, & Liu, 2009) , fewer physical symptoms (Janssen & Nachreiner, 2004) , and less stress (Almer & Kaplan, 2003; Butler et al., 2009 ) among working adults. Having a flexible work schedule may contribute to health and well-being by enabling individuals to balance competing demands from multiple life domains and consequently reducing conflicts with other roles (Rozanski & Kubzansky, 2005) . Work schedule flexibility also enhances health by increasing perceived job control, which has been consistently linked to better physical health (Butler et al., 2009) , and by promoting positive health behaviors such as physical activity and more sleep (Grzywacz, Casey, & Jones, 2007; Moen, Kelly, Tranby, & Huang, 2011) .
Additionally, one of the major stressors for families of persons with SMI is the overall higher level of uncertainty regarding how their son or daughter will function from day to day. Even when the individual with SMI has been quite stable over time, parents may still experience feelings of heightened uncertainty because of past experiences seeing their child quickly decompensate after a long period of stability (Marsh et al., 1996) . Having a flexible work schedule allows parents to respond to crises in their child's life while still being able to meet their obligations to their employer.
Finally, many of the ways that parents help an adult child with SMI, such as transportation to medical appointments or making calls to clarify public benefits, must be completed during work hours. Job flexibility allows the parent to make work accommodations when tasks for their child can only be completed during work hours.
Our examination of the effects of work schedule flexibility and work-family conflicts on parental health was guided by ecological systems theory (Bronfenbrenner & Morris, 1998) , which posits that the environment surrounding an individual is a multilevel system. The different levels of an individual's environment interact with one another as well as with the individuals within the systems, and these interactions influence developmental outcomes. Ecological systems theory has guided past research investigating the work-family interface and its impact on health behaviors in adulthood (e.g., Grzywacz & Marks, 2000) . Within an ecological systems theory, the microsystem refers to the immediate physical and psychological environment as well as an individual's behavioral patterns and roles (e.g., family, work, and school); in this study, parenting a child with SMI was conceptualized as a factor in the family microsystem, and work schedule flexibility was conceptualized as a factor in the work microsystem. The mesosystem consists of the interface between microsystems; in this study, the negative spillover from work to family was one dimension of the mesosystem. Other subsystems in ecological systems theory (i.e., the exosystem and the macrosystem) could not be adequately operationalized by the available measures in the data set and thus could not be modeled in our analysis.
Based on the above review of the literature and ecological systems theory, we investigated the following hypotheses by analyzing data from parents of children with SMI and a closely matched sample of parents who had children without disabilities:
1. Mothers and fathers who have an adult child with SMI will have poorer health profiles than mothers and fathers who have unaffected adult children. 2. Mothers and fathers who do not have flexibility in their work schedules and who experience higher levels of negative spillover from work to family will report poorer health than mothers and fathers who have work schedule flexibility and report lower levels of negative spillover from work to family, regardless of parent status. 3. The association between work flexibility, work to family spillover, and health of mothers and fathers will be more salient among the mothers and fathers of adult children with SMI than among comparison group mothers and fathers.
METHOD

Data and Sample
The Wisconsin Longitudinal Study (WLS) is a long-term study of a random sample of 10,317 women and men who graduated from Wisconsin high schools in 1957; the sample also includes 5,823 randomly selected siblings of the graduates. The original sample members were surveyed in 1957 , 1975 , 1992 , and their siblings were surveyed in 1977 , 1994 (Hauser & Roan, 2006 . Most respondents were White, which reflects Wisconsin's population in the mid-20th century.
In this study, we used the sample from the 1992 to 1994 survey, which encompasses original sample members and their siblings. We focused on the 1992 to 1994 survey because at this time respondents averaged age 53 and a majority were still in the workforce, whereas by the subsequent round of data collection, approximately one half of the WLS respondents were retired. In total, 10,353 respondents completed a phone interview and a self-administered questionnaire (SAQ) in 1992 to 1994 (6,875 original respondents and 3,478 siblings). In this study, the original sample members and their siblings were treated as a single group of respondents from which a group of parents of adult children with SMI and a comparison group were selected. In cases in which the original respondent and his or her sibling met the criteria for selection into the comparison group, we randomly selected one to avoid dependency in the data. There were no such sibling pairs among the parents of children with SMI.
In the 1992 to 1994 survey, telephone interviews and mail-back questionnaires were administered to collect information about various dimensions of respondents' lives, including family, work, and health. Parents of individuals with SMI were initially identified through the review of an array of variables about caregiving and children's education and disabilities in the 1975 to 1977 and 1992 to 1994 WLS surveys, and the sample was confirmed and expanded through a series of direct screener questions asked of all parents in the 2004 to 2006 survey. The screener consisted of a maximum of 31 questions that began by asking parents if any of their children (living or deceased) had SMI, and the specific diagnosis. The parent was included in the sample if he or she indicated that the son or daughter had schizophrenia or bipolar disorder, or a major depression that required hospitalization or interfered with his or her ability to work or live independently. We included a case in the SMI sample only if the child was the biological or adoptive child of the WLS respondent. Using these procedures, we identified 333 WLS respondents who had a child with SMI, of whom 175 parents reported that their child's symptoms began before the 1992 to 1994 interview and the child with SMI was still alive at that point of data collection.
The analytic sample for this study included two groups. The first group consisted of parents who were working full-time (i.e., 35 hours or more per week) at the time of the 1992 to 1994 survey (excluding self-employed), had completed the phone interview and the mailback questionnaire in 1992 to 1994, and had children with SMI whose conditions started before 1992 to 1994 (N = 100, 67 mothers and 33 fathers). The second was a comparison group of WLS respondents who were working fulltime at the time of the 1992 to 1994 survey, had completed the phone interview and the SAQ in 1992 to 1994, and did not have any children with SMI, deceased children, or children with either developmental disabilities or serious health problems. Next, stratified random sampling was used to select a comparison group matched to the SMI group on age and education (separately for women and men). To increase statistical power, rather than selecting one comparison group case for each SMI case, we selected at a ratio of 5:1, resulting in a comparison group of 500 parents (335 mothers and 165 fathers).
MEASURES
Dependent Variables
Self-rated health. Overall self-rated health was measured by the item, ''How would you rate your health at the present time?'' (1 = very poor to 5 = excellent). Numerous studies have shown that this single item is significantly associated with mortality as well as morbidity (Ideler & Benjamini, 1997) .
Number of diagnosed illnesses.
Respondents answered questions asking whether a medical professional ever diagnosed them with one of 16 illnesses, including anemia, asthma, arthritis, bronchitis, cancer, chronic liver trouble, diabetes, serious back trouble, heart trouble, high blood pressure, circulation problems, kidney/bladder problems, ulcer, allergies, multiple sclerosis, or colitis (1 = yes, 0 = no). A count of the number of diagnosed illnesses was computed for each respondent.
Cardiovascular problems.
Respondents were asked whether they had experienced chest pain or shortness of breath in the past 6 months. If they answered yes, two more questions were asked regarding how often they had experienced these symptoms (1 = monthly or less often to 4 = daily or more often) and how much discomfort the symptoms had caused the respondent in the past 6 months (1 = none to 4 = a lot). Respondents also were asked whether they had been diagnosed with heart problems or high blood pressure by a medical professional and how much these conditions interfered with what they like to do (1 = not at all to 5 = a great deal). Following procedures developed by Warren, Carayon, and Hoonakker (2008) , the items were scaled 0 (none of these four cardiovascular health problems) to 10 (respondent experienced both symptoms daily with a lot of discomfort and was diagnosed with heart trouble and high blood pressure that interfered a great deal with what the respondent liked to do).
Musculoskeletal health problems.
Respondents were asked whether they had experienced aching muscles, stiff/swollen joints, or back pain/strain in the past 9 months. If they answered yes, two more questions were asked regarding how often they had experienced these symptoms (1 = monthly or less often to 4 = daily or more often) and how much discomfort the symptoms had caused in the past 6 months (1 = none to 4 = a lot). Respondents also were asked whether they had been diagnosed with serious back trouble by a medical professional and how much the back trouble interfered with what they like to do (1 = not at all to 5 = a great deal). Following procedures developed by Warren et al. (2008) , the items were scaled 0 (none of these four musculoskeletal health problems) to 10 (respondent experienced all three symptoms daily with a lot of discomfort and was diagnosed with serious back trouble that interfered a great deal with what the respondent liked to do).
Independent Variables
Parenting status. Parenting status was coded as a dichotomous variable depending on whether the respondent had any child with a SMI defined as bipolar disorder, schizophrenia, or major depression if the depression was accompanied by a hospitalization or resulted in functional impairments (1 = parent of a child with SMI, 0 = comparison parent).
Work schedule flexibility. Schedule flexibility at the workplace was assessed by an item asking the respondent whether he or she could decide when to come to work and when to leave (1 = yes, 0 = no).
Negative work-to-family spillover. Respondents were asked to rate the following three items to assess negative spillover from work to family life: ''To what extent do you agree that your job reduces the amount of time you can spend with the family?'' ''To what extent do you agree that problems at work make you irritable at home?'' and ''To what extent do you agree that your job takes so much energy you don't feel up to doing things that need attention at home?'' (1 = strongly disagree to 5 = strongly agree). The mean of the three items was computed, with a higher score indicating a greater level of negative spillover from work to family.
Control variables.
Background variables associated with the physical health of adults were controlled for in all analyses. These included the respondent's age and socioeconomic status (SES; Marmot & Wilkinson, 2005) , marital status (Liu & Umberson, 2008) , and the number of children in a family (Weng, Bastian, Taylor, Moser, & Ostbye, 2004) . Also, we controlled for whether the respondent lived with the ''target'' child. For respondents with children with SMI, the target child was the child with SMI. For the comparison group, as part of the WLS survey methodology, the researchers randomly selected one child from among the children of the WLS respondent and a series of questions were asked about this child, including whether the child lived with the respondent. This child was designated the ''target'' child for the comparison group.
DATA ANALYSIS
Multiple regression models were estimated to examine the effects of work schedule flexibility and negative spillover from work to family life on each physical health outcome, controlling for age, SES, marital status, number of children, and co-residence status with the target child. In each model, interactions between parent status and work flexibility and work-to-family spillover (i.e., Parenting Status × Work Schedule Flexibility, Parenting Status × Negative Workto-Family Spillover) were added to investigate the moderating effects of parenting status on the associations between work flexibility and workto-family spillover and the physical health of parents. All models were estimated separately for mothers and fathers. Because the WLS represents a simple random sample of one third of the 1957 graduating class and randomly selected siblings, no weights are applied to the data. Table 1 presents descriptive statistics for the parents of children with SMI and parents in the comparison group; results for mothers and fathers are shown separately. There were no differences in age, but there were significant differences in the number of children, marital status, and co-residence status between mothers of adult children with SMI and mothers in the comparison group. The mean age of the mothers was 54 in both groups. Mothers of children with SMI had more children (3.8 vs. 3.3), were less likely to be married (63% vs. 78%), and were more likely to be living with the target child (25% vs. 13%) compared to the mothers of children without SMI. Occupational SES, work schedule flexibility, and the level of negative work-to-family spillover were comparable between the two groups of mothers. Regarding the health outcomes, there was a significant difference in the number of diagnosed illnesses: mothers of adult children with SMI self-reported more diagnosed illnesses than mothers with unaffected adult children. The other health outcomes were not significantly different between the two groups.
RESULTS
With regard to the fathers of adult children with SMI and comparison fathers with nondisabled adult children, there were no differences in either demographic characteristics or workrelated characteristics. Overall, fathers were about age 53 and had three children, approximately 90% were married, somewhat fewer than 20% were living with the target child, and a little under 60% had flexibility in their work schedule. The physical health of the fathers did not differ between the two groups, with the exception of musculoskeletal health problems: fathers of children with SMI reported more musculoskeletal health problems than the fathers of unaffected children. Table 2 presents the results of regression analyses examining the effects of perceived work flexibility and work-family spillover on mothers' physical health, with the moderating influence of parenting status (having a child with SMI vs. not). Model 1 shows the main effects of parenting status, work flexibility, and negative work-to-family spillover. Although we hypothesized that mothers of adult children with SMI would report poorer health outcomes than the comparison group, there were no associations between parenting status and the health variables. Similarly, the main effect of work flexibility was largely unrelated to the health outcomes, with one exception; unexpectedly, mothers with higher levels of work flexibility reported more diagnosed illnesses. In contrast, negative work-to-family spillover was significantly associated with all health outcomes such that mothers with greater work-to-family spillover reported poorer self-rated health, a greater number of diagnosed illnesses, more cardiovascular problems, and more musculoskeletal problems. The results in Model 2 portray two interaction effects (Work Flexibility × Parenting Status; Negative Work-to-Family Spillover × Parenting Status) on mothers' musculoskeletal health problems and cardiovascular health problems. As shown in Figure 1 , mothers of adult children with SMI who had schedule flexibility at work reported lower levels of musculoskeletal health problems compared to mothers who had adult children with SMI and no work schedule flexibility, but there was no association between work schedule flexibility and musculoskeletal health problems among mothers who did not have children with SMI. The results also showed a significant interaction effect of work-to-family spillover and parenting status on one aspect of mothers' health. As shown in Figure 2 , for mothers of an adult child with SMI, higher levels of negative work-to-family spillover were significantly associated with a greater number of cardiovascular health problems as compared to those reporting low levels of work-to-family spillover. There were no significant group differences in the effects of work flexibility or work-family spillover on self-rated health and number of diagnosed illnesses.
Predicting Maternal Health
Regarding the control variables, in general, the results indicated that mothers who had higher occupational SES had better health profiles: these mothers had better self-rated health, fewer cardiovascular health problems, and fewer musculoskeletal health problems than mothers with lower occupational SES. Married mothers had fewer diagnosed illnesses Table 3 presents the results of regression analyses examining the effects of family characteristics, work flexibility, and work-family spillover on fathers' physical health, with the moderating influence of parenting status. Model 1 presents the main effects of parenting status, work flexibility, and work-family spillover. As hypothesized, fathers of adult children with SMI reported more musculoskeletal health problems than comparison fathers, but did not differ with respect to the other health outcomes. Work flexibility was not associated with any health outcomes as a main effect, but negative workto-family spillover was significantly associated with self-rated health of working fathers. Consistent with Hypothesis 2, all predicted interaction effects between work schedule flexibility and parenting status on fathers' health were significant, including working fathers' self-rated health, number of diagnosed illnesses, cardiovascular health problems, and musculoskeletal health problems. Figure 3 illustrates that fathers of adult children with SMI who had flexible work schedules reported better self-rated health than their peers who had adult children with SMI but whose work schedules were not flexible. In contrast, although comparison group fathers without work flexibility reported slightly better health than comparison group fathers with work flexibility, this difference was not significant. Figure 4 shows that fathers of adult children with SMI who reported greater work schedule flexibility indicated that they had fewer diagnosed illnesses than fathers whose adult children had SMI and whose work schedules were not flexible. Among the comparison group fathers who had nondisabled adult children, the number of diagnosed illnesses was comparable regardless of flexibility at work. Figure 5 illustrates that having schedule flexibility at work was also associated with reports of fewer cardiovascular health problems among fathers of adult children with SMI, but not among fathers with unaffected adult children. Figure 6 shows that fathers whose children had SMI and who had flexible work schedules reported lower levels of musculoskeletal health problems compared to fathers of children with SMI who did not have flexible schedules. In contrast, the musculoskeletal health of comparison fathers did not differ based on whether they had flexible work schedules. The results also indicate that the interaction between negative work-to-family spillover and parenting status was significantly associated with fathers' health, specifically number of diagnosed illnesses and cardiovascular health problems. Figure 7 shows that higher levels of negative work-to-family spillover was associated with a greater number of diagnosed illnesses in fathers of adult children with SMI as compared to such fathers reporting lower levels of work-to-family spillover. In contrast, there was no difference in the numbers of diagnosed illnesses among comparison fathers who experienced higher or lower levels of negative work-to-family spillover. Figure 8 illustrates that fathers of adult children with SMI who reported higher levels of negative workto-family spillover indicated a greater number of cardiovascular problems compared to their counterparts with lower levels of negative workto-family spillover. There was no association between the levels of work-to-family spillover and cardiovascular health problems among comparison fathers. Regarding the control variables, the results showed that older fathers were less healthy than their younger counterparts: older fathers had poorer self-rated health and more diagnosed illness than younger fathers. Fathers with higher occupational SES reported better self-rated health than fathers with lower occupational SES.
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DISCUSSION
Guided by ecological systems theory, in this study we examined the effects of work flexibility and work-to-family spillover on the health of parents of adult children with SMI. In general, work-to-family spillover (a work and family mesosystem factor) and working in a position without flexibility in one's schedule (a work microsystem factor) had a more detrimental impact on health among parents of adult children with SMI than among parents in the comparison group, which supports our hypothesis. Work schedule flexibility was associated with better health outcomes for fathers and mothers of adult children with SMI. Among fathers of adult children with SMI, those who reported flexible work schedules had better health profiles than those who did not perceive their work schedules as flexible (better self-rated health, fewer diagnosed illnesses, fewer cardiovascular health problems, and fewer musculoskeletal health problems). Among mothers of adult children with SMI, those with flexible work schedules reported fewer musculoskeletal problems than those without flexible schedules. At higher levels of negative work-to-family spillover, mothers of adult children with SMI reported significantly more cardiovascular health problems than mothers in the comparison group. Fathers of adult children with SMI who experienced more negative work-to-family spillover indicated significantly more diagnosed illnesses and more cardiovascular problems than fathers in the comparison group. These results provide evidence that the physical health of parents of adult children with SMI is more vulnerable to the adverse influence of the lack of work schedule flexibility and to the spillover of stress from work to family life than parents of adult children without disabilities. The results revealing the health effects of both microsystem (e.g., parent of a child with developmental disabilities, work schedule flexibility) and mesosystem factors (e.g., work-family spillover) also support the assertion of ecological systems theory that various subsystems in which individuals are embedded influence individual developmental outcomes not only via direct affects but through their interactions with one another (Bronfenbrenner & Morris, 2006) . Unexpectedly, work schedule flexibility was significantly associated with more diagnosed illnesses among mothers regardless of parenting status. Supplemental analysis showed that mothers who had work schedule flexibility also had higher occupational SES compared to the mothers whose work did not allow a flexible work schedule. It is possible that working women in higher status positions are exposed to greater job stress due to increased demands and responsibilities at work. Given empirical evidence linking stress and health problems (Juster, McEwen, & Lupien, 2009) and findings that working women are more vulnerable to the adverse effects of job strain than working men (McDonough & Walters, 2001 ), working mothers in higher SES occupations, who are more likely to have flexible work schedules, might be at an increased risk of health problems. Alternatively, given the cross-sectional nature of the study, it is quite plausible that working mothers with higher SES are able to negotiate more flexible work schedules when they experience health problems, because employers might be willing to accommodate these mothers' needs to retain qualified employees. Future studies using longitudinal data would improve the understanding of the causal nature of these associations.
In addition, although we predicted poorer health profiles of parents of adult children with SMI than comparison parents, the results showed no group differences in health outcomes. Considering that previous empirical evidence has shown poorer health and well-being among parents of adult children with SMI, these results were unexpected. Mothers who had an adult child with SMI and remained in the work force into their mid-fifties may be a unique subgroup; in fact, earlier studies have shown that parents of a child with SMI frequently change their work or career patterns or quit their jobs and stay home to accommodate the needs of their child with SMI (Rosenzweig et al., 2002) .
Furthermore, whereas approximately 91% of fathers of adults with SMI were married, only 62.7% of the mothers of adults with SMI were married. One criterion for this study was that the respondent had to be working full-time. Although in the WLS marital status has little affect on whether men are working full-time, this is not the case for women. Whereas only 44% of married women were working full-time, 70% of divorced women were working full-time in 1992 to 1994. The pressures to work full-time may be even greater for divorced women who have a child with SMI because of the additional costs of caring for a child with a condition.
Overall, the findings show that parents of adult children with SMI are more susceptible to the impacts of work-related stress spilling over into family life than the norm. Family clinicians are increasingly realizing the benefits of offering families psychoeducation to help them learn about SMI and strategies to cope with their child's behavior problems and needs for assistance. Although these programs are successful in teaching families successful strategies to better cope with their child's problems, there is very little emphasis on how the world of work may be contributing to the stress of caregiving. Our findings suggest that work-related stress may increase stress at home, which not only takes a toll on parental caregivers but may also affect the quality of life of the individual with SMI. It would be desirable for psychoeducation programs for families of persons with SMI to be strengthened to include a focus on work place stress management.
With regard to potential policy changes, our findings suggest that increasing work schedule flexibility would be especially beneficial to working parents who have an adult child with SMI. In previous studies, parents of children with SMI have noted the importance of work flexibility for balancing work and caregiving demands. These parents reported choosing jobs with fewer benefits to secure the time and flexibility necessary to manage care duties (Rosenweig et al., 2002) . Given the previous empirical evidence that increased work schedule flexibility is associated with less work-family conflict (Moen et al., 2011) , the findings from this study suggest that providing work schedule flexibility would be especially beneficial for working parents who have a child with SMI.
Some limitations of this study must be noted. The WLS sample consists of mostly nonHispanic Whites who have obtained at least a high school education. Thus, although the sample was representative of the Wisconsin population in the mid-20th century, it does not represent the current population. In addition, although the WLS is a longitudinal study that has been conducted over 40 years, this analysis used a cross-sectional approach because complete information about children's SMI status was not available in the previous wave (1975/1977) , and because the majority of parents had retired by the following wave (2004/2006) . The use of cross-sectional data, however, entails inevitable problems for interpreting causality. Further, the analysis of data collected in the 1990s might limit the generalizability and applicability of the results to current work and family situations of parents of children with SMI. The relatively small sample of parents of children with SMI (N = 100) also warrants caution with regard to the generalization of the results. Finally, the data were collected as part of large-scale longitudinal survey. There are inherent limitations to surveys that are based on respondent self-reports. Future studies might address some of these limitations by incorporating biomarkers into the measurement of health. In addition, an examination of the effects of other subsystems in ecological systems theory (beyond microsystems and mesosystems; e.g., macrosystem factors, such as policies related to families with adult children with SMI) would help increase the theoretical interpretation of the health predictors of working parents of adult children with SMI.
Despite these limitations, this study contributes to the literature on the health of parents of children with SMI by using a systems approach to examine the influence of work flexibility and work-family conflicts on the physical health of these parents, and by using a probability sample to eliminate the potential limitations of selection bias. The results have significant implications for family policy and family life practitioners. Social policies that encourage work schedule flexibility for families caring for children with disabilities, and interventions that reduce the spillover of stress from the work place to the home could help mitigate the burdens experienced by parents who have children with SMI and would consequently improve the well-being of these parents.
